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Abstract 
Purpose:  This study reports an innovative theory-driven approach for developing filmed peer 
support for cancer self-management. Peer support conventionally includes empathetic 
interaction between people with shared experiences. This unique study considers how to 
authentically communicate peer empathy in a one-way film narrative.  
Methods:  We co-created a film based on phenomenological interviews with seven men who 
had volunteered to support other men by sharing their experiences of coping with prostate 
cancer.  The film contributed to successful engagement with self-management.  
Interpretative Phenomenological Analysis of the interview data was conducted to explore the 
components of experiential empathy that the men had communicated. 
Results: Four themes were identified illustrating what men wanted other men to know about 
coping with prostate cancer: Going into the unknown, it was difficult but I got through 
highlighted trauma and the importance of having a determined attitude;  Only you can do it 
illustrated the triumph of their journey and of regaining control;  I haven’t changed massively 
reflected the importance of a constant  self; and  Stay involved represented the overriding 
need to remain part of pre-cancer social environments. 
Conclusions:  We propose a construct framework of experiential empathy for men with 
prostate cancer: Resilience, Regaining Control, Continuity-of-Self and Social 
Connectedness.  Filmed peer support that communicates these constructs will offer wide-
ranging benefit to meet the needs of this group of men in both e-health and face-to-face self-
management contexts.   Further research could develop this theory-driven approach to 
filmed peer support for other cancer groups. 
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1. Introduction 
For some men with prostate cancer, engaging with peer support can be a difficult 
experience, particularly on a one-to-one basis.  Conventionally, peer support depends on an 
interaction between people with shared experiences but this support can be impeded if one 
of the parties is reticent to engage fully in the process.[1]  Prostate cancer and its treatment 
can produce long-term effects on men’s physical and psychological well-being, affecting 
perceptions of masculinity and self-image, and a reluctance to talk about health issues can 
be intensified.[2-4]  This can have implications for effective participation in prostate cancer 
self-management programmes.[5]  Peer support is commonly incorporated into self-
management programmes to provide social interaction, which can facilitate learning;[6-9]  it 
follows that men’s engagement and readiness to disclose is an important variable for 
successful intervention outcomes.    
During our work developing a complex intervention to help men cope with urinary symptoms 
after prostate cancer treatment [10] (SMaRT Trial NIHR 9433 reported separately), we found 
that some participants lacked confidence and were inhibited talking in group sessions.   We 
proposed that a film of other men’s experiences, shown in the intervention, would encourage 
men to feel self-assured in learning and at ease sharing their thoughts and feelings with 
other men. [11, 12]   
The film production was based on two theoretical components of peer support: self-efficacy 
and experiential empathy.[1, 13]  The motivational construct of self-efficacy encompasses 
the view that confidence to engage with learning is enhanced by observing the experience of 
others through role modelling. [7, 14]  The construct of experiential empathy, or entering into 
another’s world, encompasses the process of mutual identification, shared experiences and 
the creation of a sense of belonging.[1, 15]   Film is an easily accessible medium through 
which to build spectator confidence and self-efficacy; it offers an informative and educational 
means of expression that can present a view of other lives and health beliefs.[16, 17]  Film 
also presents a challenge: how to convey the characteristics of experiential empathy in an 
authentic, one-way discourse?    
To meet this challenge we co-created the film with men through all stages of interviewing 
and production to provide an environment that would capture candid and free 
expression.[18-20]  The SMaRT trial data suggested that the intervention incorporating the 
film could increase men’s confidence to cope and manage their rehabilitation. Whilst the film 
was not the sole component of the intervention we hypothesised that as a peer support 
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mechanism it facilitated learning.   To inform the film editing we had thematically analysed 
the filmed interviews: however, we also wanted to inform future development of peer support 
in film. The aim of the study we report here was, subsequent to production, to analyse the 
interviews in greater depth to understand more about what men had wanted other men to 
know about coping successfully with prostate cancer, and thereby what had contributed to 
the empathetic support process that had taken place. This article discusses the findings of 
our secondary analysis of the filmed interview data and suggests a framework that 
characterises communication of experiential empathy. 
2. Method 
2.1 Participants 
Seven men took part in the film (Table 1). Volunteers from prostate cancer support groups 
and our feasibility study[10]  were invited to offer peer support by being interviewed and 
filmed. Men were screened by telephone through structured and open-ended questions to 
record demographic and treatment details.  Those who displayed negative emotions, or 
indicated that they were seeking coping support themselves, were not invited to participate.   
A co-production ethos was then established: to start the process, men were briefed about 
the study and asked to consider what they would like to tell other men about their 
experiences, and also how they would like other men to see them portrayed in the film.  
Table 1. 
2.2 Film production 
In-depth, semi-structured phenomenological interviews were conducted in men’s homes by 
an experienced interviewer (JCH) to explore what men wanted to tell other men in the 
context of their lived experience of prostate cancer. The interviewer was guided by a 
schedule that focused on men’s experiences before, during and after diagnosis and 
treatment, but the participants were encouraged to talk freely.  To establish rapport and 
control for distraction caused by the filming, an unrelated, free-flowing conversation was 
established prior to the interview between the participant, the interviewer and the film 
producer. The interview that followed then focused solely on the participant’s experience.  
Men were also filmed in a range of activities to illustrate their personalities and daily lives.  
The interviews ran between April and June 2010 and were transcribed from audio recording. 
Primary, thematic analysis of the transcripts guided the film editing and informed the film 
chapters.[21] (Table 2)   Text was extracted from each participant’s transcript and converted 
to corresponding film footage.   Editing the film footage was collaborative: the producer led 
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cinematic and style production, the researcher led the practical, emotional and personal 
content.  Participants assessed the edits and endorsed the final film footage as an authentic 
representation of what they had wanted to tell other men about coping with prostate cancer.  
All participants consented and assigned copyright of the entire film footage, the film itself, the 
transcripts and the audio tapes, to the University.   
Table 2. 
2.3 Secondary Analysis of Interview data 
 
To explore communication of experiential empathy, JCH carried out an Interpretative 
Phenomenological Analysis (IPA) of the data; this combined understanding the ‘lived 
experience’ of the participant with the researcher’s interpretative analysis.[22]  It is 
particularly suitable for exploring identity, self and sense-making, important issues in cancer 
self-management.[23, 24]  Following the four-step IPA approach this included: i) re-reading 
the transcripts to ensure researcher immersion in the data and that the participant remained 
the focus of analysis; (ii) initial noting to explore meaning, language and conceptual 
comments; (iii) developing emergent themes by analysing raw data and exploratory 
comments; and (iv) searching for connections across emergent themes by assessing 
patterns of convergence, divergence, context and meaning, and drawing together  super-
ordinate and sub-themes where appropriate. The analysis was checked for transparency 
and credibility by a SF who read the transcripts, watched the filmed interviews and checked 
the final report for validity of interpretation and thematic representation. 
 
 
3. Results 
 
Four convergent themes emerged that defined men’s experiences and that formed the focus 
of what they wanted to say to other men about their journeys. 
 
3.1 Going into the unknown: it was terrible but I got through 
 
No matter how long ago diagnosis had been, men wanted to talk about dates, times, 
conversations, and feelings as though it were yesterday.  They talked of how the period of 
diagnosis disrupted their lives and shaped their future.   They spoke about the challenge of 
existential fears: mortality worries; fear of the unknown; and a struggle with the paradox of 
optimism and fear.  
 
Another friend of mine who caught his quite late, his PSA went up […] and it wasn’t 
long after, it was a few months later, I went to his funeral.   And that’s quite salutary 
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when you know that he’s gone and you’re still here and we both had the same 
disease.  (P3) 
 
All I could think about at the time was, “Am I going to die?”  You know, “How long 
have I got left?”  (P1) 
 
The first time I went into the waiting room [for radiotherapy] I was as nervous as 
anything because I didn’t know what to expect. I’d been marked [up] to do the 
treatment, and having that done was bad enough [but] going into this, into the 
unknown, was quite scary.   (P7) 
 
[After the biopsy]  I had a fairly dismal weekend wondering what it would say 
because, you know, I am an optimist really and I thought maybe it would work out all 
right.   By then, my partner was with me for the weekend and Oh!, we were a bit 
upset about it.  (P6)  
 
Feelings of vulnerability arose: after diagnosis there were questions about what to do next 
and discomfort in having to tell the family without more, hopefully positive, news.  One man 
described how he kept up appearances, his apparent control belying his feelings of 
vulnerability and worry, which was illustrated by his later sense of abandonment and the 
need to adhere to advice in order to make things better.   
 
When [the doctor] wrote to somebody else about me, he said, ‘The patient was 
completely un-phased by this news.’  Well, so it would appear but you worry about it 
[…]   On the health things, they told me what to do, I did it, and they were right, I 
mean you have to trust people to help you.  (P6) 
 
Embodiment issues also permeated men’s disclosures.  Some acknowledged the effects of 
sexual difficulties and the jolt to their pride in having to come to terms with not being able to 
satisfy their partners sexually.  Others spoke about their struggles of feeling disempowered 
because of urinary incontinence and frequency, and thoughts of disfigurement and loss 
could pervade.   
 
When they take the nerves away, that left me with erectile dysfunction. That was 
probably the worst part of it.  I look on it as though I’d lost a limb, as somebody in a 
car accident loses their leg, I’d lost that activity. (P3) 
 
By situating their message to other men in the reality of the difficult times they had initially 
experienced, men communicated their resilience and determination.  The core of their 
message was clearly asserted in phrases such as I’ve emerged on the other side; I realised I 
was coming out the other side; I’m looking back over a battlefield, and I have won. 
 
3.2 Only you can get it to end 
 
To illustrate the triumph of their rehabilitation the men spoke about the process of regaining 
personal control and mastery over their lives.  They shared a determination to be influential 
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and accountable in their journey to recovery.  Men talked about the importance of a fighting 
spirit and keeping positive.  
 
When I was diagnosed it was devastating to hear but it automatically became a 
challenge […] I’m going to do whatever I can to beat it.   I’m not a doom merchant 
[…] I see them as challenges not as problems. (P7) 
 
Learning as much as they could about their disease, treatment and prognosis developed 
men’s coping skills.  Reading thoroughly about prostate cancer inspired feelings of reclaimed 
control and brought an understanding of what the future would hold. Detailed knowledge 
about forthcoming treatment brought confidence and trust in their choices and in the surgeon 
or radiographer; they felt strengthened by an element of power in their relationship with 
clinicians and with their disease.  
 
Men expressed how support from others had helped them take personal control of their care 
and become responsible for their rehabilitation.   One man talked about the care he had 
received from his wife and daughters: he emphasised how their support had helped him to 
do the healing work himself, thereby reducing his incontinence. Another considered that 
being strong enough to share his own needs and accept those of others’ gave him purpose 
and fulfillment; he felt at ease again with his traditional role as head of the family and captain 
of the team.  Another talked about the encouragement he had received from a prostate 
cancer support group that had stopped him feeling alone and that had put him back in 
control, armed to make informed decisions. 
 
Talking to these people [men in a support group] was very helpful and comforting, 
and it helped me get through what’s known as the decision mode. (P6) 
 
Being an agent of one’s own success was a persistent theme; no matter how much they took 
guidance from others, they wanted other men to know that they had made the final 
decisions.  
 
Only you can get it to end.  No-one else can do it for you, no-one  (P6) 
 
3.3 I haven’t changed massively 
 
Despite the disrupting experience of diagnosis and treatment, men communicated that their 
self-identity had not fundamentally changed. Ensuring life was as it was before was 
important, yet continuity-of-self was illustrated in divergent ways.  One man pulled himself up 
and got on with life as though prostate cancer was not there, another embraced the 
normality of everyday life and was reassured that he had changed only minimally in his 
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attitudes.  Accepting ageing and minimising the consequences of treatment were another’s 
way of retaining self-identity. 
   
I don’t think the cancer has affected the way I am,  it’s just part of the general 
demise: my ears are going and I’ve got to wear glasses and my teeth are falling out 
and my knees are going, apart from that I’m fine! […] I’ve now got osteoporosis […] 
I’m quite happy about that, having to put up with one thing in order to get rid of 
probably something more important.  (P5) 
 
Men impressed how being optimistic helped them to adapt and remain self-supportive: this 
was through an optimistic temperament; actively embracing life’s opportunities; or trust in a 
spiritual or secular purpose in life.  
 
 I’m a glass half full man. (P1) 
 
 […] do as much as you can of what you did before, don’t give up, get round the  
 problem if you can and then enjoy what you used to do.  (P3) 
 
If people can get themselves where they can be positive, I believe it will only be of 
benefit.  I’d always thought that I’d like there to be something in terms of life after 
death.  (P2) 
 
Men were also eager to communicate a desire to get on with life, as well as the feeling that 
they had progressed because of prostate cancer: they used phrases which conveyed having 
found good from difficult times, such as: now being healthy; reassessing where I am or, 
finding the good things to come out of [it].  
 
 I often say that nothing bad has ever happened to me in my life … but even having 
 had prostate cancer I don’t regard as a bad thing, it’s all a positive experience, I’ve 
 learned so much from it, I’ve met so many interesting people, and I’ve met some very 
 brave men. (P4) 
 
 
3.4 Stay involved 
 
An overriding theme was the benefit of remaining part of their pre-cancer social 
environments.  This could be achieved by maintaining relationships based on mutual 
constancy and acceptance in the face of difficulties and fears of being different.     
One man spoke about work colleagues who had supported him in hospital and welcomed 
him back to work; this made him feel valued and part of others’ lives. Another spoke about 
the personal rewards of collegiality; of being close to colleagues and producing good work.  
Another talked about comradeship within his bowling team.  
 
When you are playing in a team you know you have to consider them, and I said to 
them […] And every one of them said that they wanted me to stay in the team, so […] 
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I felt that I wasn’t being sidelined and it would keep my mind active and I would be 
heavily involved. (P7) 
 
Reciprocal support was integral to staying involved or connected. One man’s twin brother 
had been remarkably supportive and it was important for him to return this support when his 
twin had a raised PSA level.  
 
My twin has raised PSA at the moment; […] So really, I’ve got to change now from 
supporting myself to supporting him and seeing that he is OK. I know what the worry 
of this period is like, the worry is awful. (P6) 
 
Forging new connections in the context of prostate cancer, was often pivotal; by reaching out 
to the wider prostate cancer community men could reciprocate the support they had 
received, and provide peer support on a continuous basis. 
 
I started a group up.  Our mission was just to chat about issues that we wanted to 
chat about: how it was for us, what didn’t we have, what did we have?   And so I’d 
like to think that we started to generate some interest locally among some of the 
medical people, they know we exist, they can refer people to us, particularly people 
who are in the early stages of not really knowing what decision to make.  (P1) 
 
One man described his struggle with his changed sex life and the effect it was having on his 
wife; it was important to him to stay connected with her intimate needs as well as his own. 
 
But once the treatment is over […] you are now back into a normal routine, but the 
only thing that isn’t normal is late at night when you are going to bed […] that intimate 
relationship is different and that’s when you’ve got to have […] understanding, 
patience and love […] and where in the past it would be spontaneous, you now have 
to think about it and plan.   So this going out of an evening, coming home, having 
rampant sex at the drop of a hat [laughing] it ain’t there any more […] you’ve got to 
plan it […] which is slightly different because you’ve got to control your emotions and 
you’ve got to turn it on and turn it off like that, and that must be more difficult for your 
partner than it is for you.  (P7)   
 
Staying connected and feeling a useful part of others’ lives reinforced men’s feelings of 
regained control, of life continuing and of resilience in the face of theirs and other’s 
difficulties. 
 
 
4. Discussion 
 
Our exploration of how men support other men, and what they want them to know about 
their coping experiences, suggested a framework of constructs related to experiential 
empathy among men with prostate cancer.  These were: Resilience the antecedents of 
which were optimism, determination and empowerment (Going into the unknown: it was 
Authors’ Copy 02-09-2015 
 
terrible but I got through); Regaining Control characterised by mastery over one’s 
environment, responsibility for rehabilitation, improved knowledge to make informed choices, 
and tacitly, an unthreatened masculinity (Only you can get it to end); Continuity-of Self   
embraced a feeling of normality, finding benefit from and getting on with life regardless (I 
haven’t changed massively); and lastly Social Connectedness which incorporated identifying 
with others’ needs, comradeship, collegiality and reciprocal support (Stay involved). (Figure 
1).  These constructs, embedded in filmed peer communication can build identification and 
belonging on the part of the viewer, which is the major component of motivating peer 
support. 
 
Figure 1. 
 
To our knowledge, this is the first study to examine delivery of peer support in film and 
propose a framework for communication. Our film development was based on co-design and 
theory-driven at production and editing stages.[13]  A supportive research environment 
enabled men to reflect and communicate greater insight into the peer support 
phenomenon.[25, 26]   We believe that the film’s empathetic context was a significant 
variable in promoting participant engagement in peer support and the research approach 
was an instrumental element in achieving this. 
The relevance of this communication framework to cancer and chronic disease models is 
manifest in the theoretical and health intervention literature. In contrast to Bury’s 
conceptualisation of chronic illness as the re-thinking of biography and self-concept,  our 
research supports recent studies among colorectal cancer survivors showing that even 
though cancer can assault the self and disrupt quality-of-life, for some men self-identify may 
be resilient to change.[27-29]   In addition, the literature indicates that men who retain 
mastery over their internal and external environments can experience less conflict in their 
beliefs about masculinity.[30, 31] Retaining or regaining mastery, independence and 
confidence have also been shown to be important determinants of self-management 
outcomes in relation to coping and quality-of-life for patients with long-term conditions, 
including cancer. [32-38]  Furthermore, research evidence suggests that all aspects of a 
patient’s connectedness in terms of their intimate and broader social environments play a 
significant role in meeting their unmet quality-of-life needs and developing a sense of 
belongingness and relatedness.[39, 40]  
Consideration should be given to the generalisability of our findings.  We investigated 
experiential empathy from the perspective of prostate cancer but it is unclear how relevant 
this framework would be in other contexts; future research needs to explore its saliency 
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across cancer and gender groups.   Gender differences in illness perspectives suggest that 
the constructs of experiential empathy are likely to be different for women.[41]   Women are 
more likely to find normality in sharing emotional issues and they may not require additional 
peer support resources in a group situation.[42]   Additionally, the experiences of the men 
we interviewed were related to the long-term effects of prostate cancer and its treatment; 
different symptoms and side-effect profiles within other cancers may create variations in the 
constructs of experiential empathy.   
 
Further consideration should be given to our use of secondary qualitative analysis, which 
has been subject to ethical and methodological scrutiny.[43]  Our approach was one of 
‘analytic expansion’ to extend enquiry, and it is considered a valid approach to secondary 
qualitative analysis.   In accordance with IPA, additional data was used in the secondary 
analysis by way of the researcher’s noted interpretations, which  can be considered another 
form of primary analysis.[44]  Our study was based on a small number of participants, which 
in accordance with IPA theory, has enabled us to generate a concentrated focus on the 
complexity of experiential empathy.[22] 
 
Evolving modes of delivery in self-management, particularly online, will call for innovative 
ways to provide peer support.  Sharing experiences through online forums has mixed 
success: these can be non-threatening settings and improvements in emotional and 
psychological symptoms have been found, yet online environments can also increase the 
perceived emotional and information risks already associated with disease and 
treatment.[12, 45, 46]  Resistance to engage has been confirmed in recent prostate cancer 
research: a minority of participants in an online psychological intervention found other men’s 
posts useful, and a majority spent more time reading rather than actively participating.[47, 
48]  There is a sector of prostate cancer survivors who are likely to receive a diluted peer 
support experience.  We believe that peer support produced in film within theory-driven 
methods can help to meet the needs of this sector, within both e-health and face-to-face self-
management. Filmed peer support that reflects an authentic empathetic context can promote 
engagement with rehabilitation, whether embedded in an intervention or as a stand-alone 
support.  With further research it may be a cost-effective and easily targeted resource for 
both genders and other cancer groups.   
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Table 1: Participant Profiles 
Study ID Age at 
diagnosis 
Age at filmed 
interview 
Treatment Source of 
recruitment 
P1  54 64 RP, EBRT, ADT Support Group 
P2  50 55 RP, ADT Support Group 
P3  63 70 RP, EBRT, ADT Support Group 
P4  56 65 RP, ADT Support Group 
P5  71 74 EBRT, ADT Authors’ 
Feasibility Study 
[10] 
P6  63 65 RP, ADT Support Group 
P7  65 69 EBRT, ADT Authors’ 
Feasibility Study 
[10] 
Radical Prostatectomy (RP); External Beam Radiotherapy (EBRT); Androgen Deprivation Therapy (ADT) 
Table 2: Film chapters developed from framework analysis themes 
 
Impact (of diagnosis, treatment, symptoms): how I was affected; what I thought about myself; my 
lifestyle; going into the unknown 
Getting Through: how I got through; how I coped 
Today: where I am today; what it’s like now 
Advice: the important things you need to know 
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